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Revised United States Standard Certificate
of Death .,

[Approved by U. 8. Census and American Public Health
Association)

Statement of ococupation.—Precise statement of oc-
cupation is very impgortant, so that the relative health-
fulness of various pursuits can be known. The question
applies to each and every person, irrespective of age.
For many occupations a single word or term on the first
line will be sufficient, e. g., Farmer or Planter, Physician,
Compositor, Architect, Locomotive engineer, Civil engineer,
Stationary fireman, etc. But in many cases, especially in
industrial employments, it is necessary to know (a) the
kind of work and also {4} the nature of the business or
industry, and therefore an additional line is provided for
the latter statement; it should be used only when needed.
As examples: {a) Spinner, (b) Coiton mill; (a) Salesman,
() Grocery; (a) Foreman, (b) Autemobile factory. The
material worked on may form part of the second state-
ment. Never return “Laborer,” “Foreman,” *"Manager,"
“Dealer," etc., without more precise specification, as Day
laborer, Farm laborer, Laborer—Coal mine, etc. Women
at home, who are engaged in the duties of the household
only (not paid Housekeepers who receive a definite salary),
may be entered as Housewife, Housework, or At home, and
children, not gainfully gmployed, as At school or Al home.
Carc should be taken to report specificaily the occupations
of persons engaged in domestic service for wages, as Serv-
ant, Cook, Housemaid, etc. If the occupation has been
chamged or given up on account of the DISEASE CAUSING
DEAYH, state occupation at beginning of illness. If re-
tired from business, that fact may be indicated thus:
Farmer (retived, 8 yrs.) For persons who have no occu-
pation whatever, write None.

Statement of cause of death.—Name, first, the
DISEASE CAUSING DEATH (the primary affection with re-
spect to time and causation), using always the same
accepted term for the same disease. Examples: Cere-
brospinal fever (the only definite synonym is “Epidemic
cerebrospinal meningitis"'); Diphtheria (avoid use of
“Croup"); Typhoid fever (never report “Typhoid pneu-
monia"); Lobar pneumonia; Bronchopneumonic (“Pneu-
meonia,” unqualified, is indefinite); Tuberculosis of ungs,
meninges, perilonaeum, etc., Corcinoma, Sarcoma, etc),; of

wevenrenen {Name origin; *'Cancer” is less definite; avoid

("}

use of “Tumor” for malignant ncoplasms); Measles;
Whooping cough; Chronic valvular heart disease; Chronic
tnierstitial nephritis, etc. The contributory (secondary
or intercurrent) affection need not be stated unless im-
portant. Example: Measles (disease causing death),
29 ds.; Bronchopneumonia (secondary), 10 ds. Never
report mere or terminal conditions, such as
“Asthenia,” “Ana erely symptomatic),'' Atrophy,”
“Collapse,” “Coma,"” “Convulsions,” “Debility’* (“Con-
genital,’" “Senile,” ete.), ‘' Dropsy,” "Ex@stion." "I-Lw
failure,"” "Haemorrhage,” ‘‘Inanition,” “'Murasmus,” “0]
age,” "“Shock,” “Uraemia,"” *‘Weakness,” etc., when a
definite disease can be ascertained a®M¥ cause. Al\?s
qualify all diseases resulting from childbirth or
carriage, as “PUERPERAL seplichaemia,” ''PUERPERAL
peritonitis,” etc. State cause for which surgical operation
was undertaken. For VIOLENT DEATHS stafe MEANS OF
INJUrRY and qualify as ACCIDENTAL, SUICADAL,
CIDAL, or as probably such, il impossible to
definitely. Examples: Accidental drownings.
ralway tratn—accident; Revolver wound ofRacts
Poisoned by carbolic acid—probably suicide™ he nature
of the injury, as fracture of skull, and consequences {e. g,
sepsis, lelanus) may be stated under the head of “Con-
tributory.” (Recommendations on statement of causc of
death approved by Committee on Nomenclature of the
American Medical Association.)










MISSOURI STATE BOARD OF HEALTH
BUREAU OF VITAL STATISTICS .

) .CERTIFICATE OF DEATH .
1. PLACE OF DEATH :
.. Begistration District No "'? ' é Fila No.,
TOUWRSHID. ..o vecreercneeresscronsssssns s sserenees Primary Begistration District Now...o. b G fonc Begistered No. ..

L4 S P07~ oot N st "ot e . S OSSOSO RO | ARSI, Ward)
2. FULL NAME ...........
{a) Besidence. No...........
suzl place of abode) . It nonresident | g:ve city or town and State)
Lengih of residence in city or town where desth sccared yra mos. ds. How long in U.S. if of foreign birth? yra. mos. da.
PERSONAL AND STATISTICAL PARTICULARS . MEDICAL CERTIFICATE OF DEATH
3, SEX

/F\ Lo 7.

5A. IF MARrIED, WIDOWED, OR DivorcED
HUSBAND oF . S | T S VO,

4. COLOR OR RACE i 5. 5,;7\%,56-;'*(“,,,'.?,;?‘::53:;? 9% )l 16. DATE OF DEATH (monTh, oAy mym;,QﬂQﬂ QY w7

| HEREBY CE

(or) WIFE or - that I ast gaw h..........., p Q
death occmrred, on the rh
6, DATE OF BIRTH (MONTH, DAY AND YEAR) . ThE CAU £ Hs WAS AS FOLLOWS:

1. AGE YEARS

MonThs ' Days '

8, OCCUPATION OF DECEASED
{n) Trade, prolessicn, of

pariicutar kind of wark ..._.....ovverirereieenaeas rvnrnrern gl .

() General nature of indmstry, \?XRIBUTORY ..................................

business, or extablishmont in . \"§ SECONDARY)

which cmployed (or employer).......... B g, O O U, {drratian}.... ... ;1 SV e .searrrrnns da.
(c) Name of employer . ' &

% 18. WHERE WAS DISEASE CONTRACTED
9. BIRTHPLACE (CITY OR TOWN) ..o w IF NGT AT PLACE OF DEATH?

rd (STATE OR COUNTRY)
N o Dip AN OPERATION PRECEDE DEATHY............ o DATE OFcnm s nisasssoesaas
10. NAME OF FATHER Q{
= V- > WAS THERE AN AUTOPSYT...oucrvecmsecrsrersissusinsesssorss st inss st s st stbsssbsessas e sesnsasesans
)
&’ E 11. BIRTHPLACE OF FATHER (cIrrY or K ..................................... WHAT TEST CONFIRMED DIAGNOSISY.
e ; {STATE .OR COUNTRY} L {Signed) O OO , M. D
ﬁ & | 12. MAIDEN NAME OF Momw L19  (Addresy)
-
S 13. BIRTHPLACE OF MOTHER (cr%’m"mn) ........................................... *State the Dismase Cacatng Dears, or ko desths from Viormwe Cavazs, state
5 STate o ) (1) Mzars awn Nitoms or Imovar, snd () whether Accmzwwas, Bucmoan, or
2 (State Howicmoaz  (Bee roverse sids for additional space.}
14
S TNFORMANT wvvvseesvennsssoseessssosesesse e sem st e eee oo s oo 01 o0 et s e sttt e 19. PLACE OF BURIAL, CREMATION, OR REMOVAL | DATE OF BURIAL
E (Adﬂrml . /-\ B - 1%
gl g—/& %,Lé;a /ﬂ@r}/ 20. UNDERTAKER ADDRESS
© by Fided..... . 1?- AL Heean
*
L I'\ )

ALL IN7 OR..’IA‘TION CALLED FOR WUST BX VJRITTER ON THIS SUFPLENIENTARY.

7




Revised United States Standard
Certificate of Death

(Approved by U. 8. Census and American Pubilc Health
Assnciation.)

Statement of Occupation.—Pracigo statement of
occupation is very important, so that the relative
healthfulness of various pursuits can be known., The
question applies to each and every person, irrespec-
tive of age. For many ocoupations a single word or
term on the first line will he sufficient, o. g., Farmer or
Planter, Physician, Compositor, Architec!, Locomo-
tive Engineer, Civil Engineer, Stationary Fireman, sto.
But in many cases, especially in industrial employ-
ments, it is nocessary to know (a) the kind of work
and also (b) the nature of the business or industry,
and therefore an additional line is provided for the
latter statoment; it should be used only when needed.
As examples: (a) Spinner, (b) Cotion mill, (a) Sales-
man, (b} Grocery, (a) Foreman, (b) Automobile fac-
tory. The materin]l worked on may form part of the
second statement. Never return *“Laborer,” “Fore-
man,” ‘“Manager,” ‘‘Dealer,” ete., without more
precise specification, as Day laborer, Farm laborer,
Laborer—Coal mine, ete. Women at home, who are
engaged in the duties of the household only (not paid
Housekespers who receive a definite salary), may be
entered as Housewife, Housework or Al home, and
children, not gainfully employed, as At school or At
home. Care should be taken to report specifically
the occupations of persons engaged in domestic
service for wages, as Servani, Cook, Hougemaid, eto.
It the ocoupation has been changed or given up on
account of the DIBEABR CAUSING DEATH, state occu-
pation at beginning of illness. If retired from busi-
ness, that fnet may be indicated thus: Farmer (re-
tired, 6 yra.) For persons whe have no occupation
whatever, write None.

Statement of Cause of Death.—Name, first,
the DPISEASE CAUSING DEATH {the primary affection
with respect to time and causation), using always the
same accepted term for the same disease. Examples:
Cerebrogpinal fever (the only definite aynonym is
“Epldemio eerebrospinal meningitis’); Diphtheria
{avaid uge of ““Croup”); Typhoid fever (never report

A
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“Typhoid pneumonia™); Lobar pneumonia; Broncho-
pneumonia (“Pneumeonia,” unqualified, is Indefinite);
Tuberculosie of lungs, meninges, poriloneum, eto.,
Carcinoma, Sarcoma, ete., of...... «so.(name ori-
gin: “Cancer"” is less definite; avoid use of “Tumor”
for malignant neoplasma); Measles, Whooping cough;
Chronie valvular heart disease; Chronic inlerstilial
nephritis, ete. The contributory (secondary or in-
tercurrent) affection need not be stated unless im-
portant. Example: Measles (disenso causing death),
29 ds.; Bronchopneumonia (secondary), 10 das.
Never report mere symptoms or terminal conditions,
auch as ‘‘Asthenia,” *“Anemia” (merely symptom-
atis), *“Atrophy,” *Collapse,” “Coms,” *Convul-
gions,” *“Debility’”* (‘'Congenital,’ *Senile,” eto.),
“Dropsy,” “Exhaustion,” ‘“Heart failure,” “Hem-
orrhage,” “Inanition,” “Maragmus,’ “0ld age,”
“Shook,’”” *“Uremia,” *“Weakness,"” ete., when a
definite disease ean be ascertained as the osuse.
Always quality all diseases resulting from child-
birth or miscarriage, as “PvErRPERAL septicemia,”
“PUERPERAL perilonilis,” ete. State cause for
which surgical operation was undertaken. For
VIOLENT DEATHS state MEANS OF INJURY and qualify
a5 ACCIDENTAL, SUICIDAL, OF HOMICIDAL, Or a8
probably such, if impossible to determine definitely.
BExamplea: Accidental drotning; struck by rail-
way {ratn—accident; Revolver wound of head—
homicide, Poisoned by carbolic acid—probably suicide.
The nature of the injury, as fracture of skull, and
oonsequences (o. g., sepsia, fefanus), may be stated
under the head of ‘*‘Contributory.” {(Recommenda-
tiona on statement of cause of death approved by
Committee on Nomenolature of the American
Medioal Assooiation.)

Note.—Individual offices may add to above list of undesr-
able terms and refuse to nccept certificates contalping them.
Thus the form in use in New York City states: **Certificate,
will bé returned for additlonal informatton which give any of
the following diseases, without explanation, as the sole cause
of death: Abortion, cellulitis, childbirth, convulsions, hemor-
rhage, gangrene, gastritly, erysipelas, meningitis. miscarringe.
necrosis, peritonitis, phlebltis, pyemia, septicomia, totanus.”
But general adoption of the mintmum st suggested willi work
wvast improvement, and [ts scope can be extended at a later
datae.

ADDITIONAL BPACE FOR FURTHRE ATATEMENTSE
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